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sugar present in the tissues being an excellent
medium for the growth of bacteria. Then, too,
experience has demonstrated that anesthesia and
the operation per se are factors to be considered.
Years since, the great Claude Bernard showed
that glycosuria occurred after the administra-
tion of chloroform from irritation of the ter-
minal filaments of the pneumogastric, and all
surgeons are aware that in normal subjects tem-
porary glycosuria after chloroform is not un-
common. Chloroform undoubtedly disorganizes
the hepatic and renal cells and reacts on the ner-
vous system. Ether is not free from criticism,
and the same may be said of ethyl chloride and
somnoform. It is, in my opinion, safer to resort
to local anesthesia when possible, but if general
narcosis is required, it should be of as short
duration as possible, the quantity of the anes-
thetic being reduced by a preliminary narcosis
with somnoform or ethyl chloride.
The most absolute asepsis is required. It is
not the sugar circulating in the blood wherein
resides the danger, but the association of
pathogenic bacteria with the sugar. Then, as
diabetics are weak physically, it naturally fol-
lows that the loss of blood is to be avoided.
There are certain affections which are more or
less dependent upon the diabetes, such as abscess
and carbuncle. Ceneral pathology teaches us
that the greater the acuteness and intensity of
the infectious process, the more rapid and free
shall be the surgical interference. Therefore, in
diabetics particularly, large and free incisions
are to be made in the abscesses, and in the case
of carbuncle the lesion shall be freely excised.
The same may be said of diabetic gangrene,
which results from an excoriation or a small
wound. Local treatment is useless and high
amputation of the limb is essential if a success-
ful outcome is to be obtained. Frequently after
these major amputations the sugar will he found
in lesser quantity than before the interference.
Let it also be said that a temporary glycosuria
has been met with in cases of extensive abscess
or carbuncle which has led the surgeon to sus-
pect diabetes, but free drainage of the septic fo-
cus in the one, and excision in the other, has led
to the disappearance of the sugar in the urine.
To sum up the question, I would say that in
all cases of diabetes requiring operation, when
the latter is not urgent for the saving of life,
the patient should first he put upon a strict diet
and treatment with drugs. When the glycosuria
is sufficiently under control the operation may
then he proceeded with. The reflexes should
be nearly normal l'or a good prognosis, although
this is not absolutely necessary. The urine
should not contain cither acetone or B. oxybu-
tyric acid. The presence of urobilin or albumin
should be a warning against interference. The
quantity of urea secreted should he nearly nor-
mal. The length of time required for the op-
eration and the quantity of the anesthetic given
should be reduced to a minimum, likewise the
loss of blood.
Clinical Department.
THE SIGNIFICANCE OF EARACHE.
By Irving Sobotky, M.D., Boston.
"Doctor, I have a terrible pain in my ear."
This statement, so often heard and so often made
light of by the physician, should be the same
danger signal to him as severe pain in the right
iliac fossa and should he watched just as care-
fully as a case of acute appendicitis.
Too often the complaisant practitioner does not
recognize the seriousness of earache and believes
his duty done when he orders hot sweet oil to
be dropped into the ear.
Now, what must the physician consider from
the one symptom of earache? He must think
of acute otitis media, acute catarrhal otitis
media, furuncle of the auditory canal with or
without diffuse inflammation, otalgia dentalis(earache due to decayed teeth). Neuralgia, af-
fections of the maxillary antrum and tubercu-
lous laryngitis cause referred pain in the ear, '
hut are beyond the scope of this paper and are
only mentioned as possible causes of earache in
the absence of any other etiological factor.
By far the most common and the most danger-
ous cause of earache is an acute otitis media.
Dangerous, because it can rapidly develop into
a inastoiditis and a meningitis, especially in chil-
dren. That is the reason why it must be recog-
nized and treated at once; why every effort
must be made to detect the tenderness on pres-
sure, that is present when the mastoid antrum
becomes involved and why the case must be
referred to a competent otologist the instant
there is the slightest evidence of the existence
of this mastoid tenderness. Only an otologist
is capable of treating a inastoiditis.
In order to recognize the condition causing
the pain, the physician must be familiar with
the normal appearance of the tympanum and
thus be able to compare it, intelligently, with
the picture presented by an acute otitis media.
The text books on otology, give clear descrip-
tions and pictures of the normal appearance of
the tympanum. This study should be supple-
mented by the examination of normal car
drums and the identification of the landmarks.
Before examining the patient, however, these
three questions can be asked. How long have
you had the pain? Did the pain keep you from
sleeping? Is there any discharge from the car?
The first question gives the examiner some idea
of the duration of the infection. The second is
a measure of the severity or intensity and the
third raises the question of sufficient drainage.
A satisfactory examination of the ear cannot
be made unless the ear is thoroughly wiped free
of any cerumen or secretion, hut it must be
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borne in mind that this cleansing will produce
some hyperemia, both of the tympanum and of
the auditory canal.
The picture presented by the affected tym-
panum should now be compared with the nor-
mal. If the tympanum is of a scarlet red shade
and bulges into the auditory canal and the long
process of the malleus is invisible, a diagnosis
of acute otitis media (suppurative) can be made.
However it is not always easy to make the dif-
ferential diagnosis between a suppurative and
a catarrhal otitis media, especially in the early
stages. As a rule the pain is much more severe
and the temperature from one to two degrees
higher in an acute suppurative otitis media.
As in abscess formation in other parts of the
body, complete drainage of the middle ear cavity
must be immediately established by means of a
free, curved incision of the tympanum, or in
other words, a paracentesis must be done even
if the ear has commenced to drain.
If the tympanum is a yellowish red color with
wavy, hair-like lines running across (exúdate
lines) with perhaps a few small air bubbles in
the lower posterior quadrant and the pain not
especially severe nor the temperature above
100 F a diagnosis of acute catarrhal otitis media
must be made. In this condition the malleus is
visible but the long process shows hyperemia
sometimes of a high degree. At the onset of a
severe catarrhal condition the appearance of the
drum is very similar to the acute suppurative
middle ear.
The treatment is the same as the suppurative
type, namely, a paracentesis but in contrast, if
there is no free drainage after the paractcntesis
has been done, the middle ear should be gently
inflated, per Eustachian tube, and the secretion
thus forced through the incision in long, tena-
cious, mucous strings.
As a proper paracentesis is the essential treat-
ment, the technique will be described.
It is usually not necessary to use a general
anesthetic ; a local application of equal parts of
menthol, cocaine and carbolic acid mixture, will
give a high degree of insensibility to pain if
applied to the tympanum, for five minutes, in
the form of a soaked cotton tampon.
A free incision is best obtained by the use of
a sharp paracentesis knife, shaped like a scal-
pel or curved bistoury. The arrow head shaped
paracentesis knife is unsuitable.
Previous to the operation the canal should be
mopped out with cotton moistened with alcohol.
The instruments should be sterilized with alcohol
or by boiling, and the hands should be carefully
sterilized.
After sterilizing the knife, the ear speculum,
and the hands, the index finger of the left hand
should be placed in the convolution of the aur-
icle, just above the external ineatus and trac-
tion exerted in an oblique direction, upwards
and backwards in adults, and downwards and
slightly backwards in young children. This
straightens the canal. With the patient's head
firmly held, the knife should be introduced along
the posterior part of the floor of the canal, with
the cutting edge directed upwards. With an
absolutely clear view of the tympanum the
curved incision should be made in the posterior
quadrant by puncturing the tympanum almost
at the lower border of its attachment and incis-
ing from below, upwards. (See cut. )
Care must be taken not to insert the knife so
deeply as to wound the promontory mucous
membrane. After wiping out the discharge and
the blood a cotton wick should be placed in the
canal and instructions should be given to sy-
ringe the ear every two hours with a pint, of
hot boiled water, the ear syringe to be boiled at
each syringing.
Line of Incision
Back
Long Process
~~j of Malleus
Front
The patient should be seen every day until
the discharge has ceased and every effort shouldbe made to encourage free drainage as the acute
symptoms may return should there be any ob-
struction to the flow of pus. Should these symp-
toms recur it is well to repeat the paracentesis.
The great danger of mastoiditis developingfrom an acute otitis media should compel thephysician to examine very carefully the mastoid
region at each visit. The neglect of the early
mastoid symptoms may result in intracranial
infection or in the necrosis of the anterior wall
of the mastoid antrum and of the tip of the
mastoid process, the abscess here showing itself
as a large post auricular swelling with some-
times a burrowing of pus along the neck mus-
cles.
As it is very necessary to differentiate be-
tween mastoiditis, and an inflammation of the
auditory canal, the symptoms of both will begiven:—The mastoiditis symptoms are chiefly
those of pressure from the secretion in the
mastoid cells. Pain, swelling, some redness
and marked tenderness on finger pressure overthe mastoid process together with a high tem-
perature and constitutional symptoms are the
distinguishing features of mastoid involvement.On examination with the ear speculum, a bulg-ing may be seen in the posterior and superior
wall of the canal, although this is by no means
always present. Inflammation of the canal, with
or without furuncle, causes great pain in the
region of the ear, aggravated by moving the
auricle up and down and by chewing. The dif-
fuse inflammation may simulate the redness andbulging of the posterior superior wall of the
canal in mastoiditis but differs, materially, in
situation; the mastoid symptom being posterior
and in the bony part of the canal, while the
canal inflammation produces swelling in the in-
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ferior wall of the anterior cartilaginous portion
of the canal. The temperature is much lower
than in mastoiditis and constitutional symptoms
are lacking or very slight.
In all otitis media cases the throat and naso-
pharynx should be examined for enlarged ton-
sils and adenoid. The relationship of adenoid
to frequent attacks of otitis media has been con-
clusively proven, hence it is the duty of thephysician to completely remove the adenoid and
enlarged tonsils after the acute symptoms have
subsided. When removing the adenoid it must
be the aim of the operator to remove all of the
adenoid tissue, as a large central adenoid may
not cause anywhere near the trouble that bits
of adenoid tissue can produce in the fossa of
Rosenmüller and around the Eustachian orifice.
Furuncle of the canal is a frequent cause of
earache, but the pain is not as deep seated as in
otitis media although it is usually more ex-
quisite. Furuncle can readily be diagnosed as
it is easy to see and moving of the auricle causes
severe pain. The characteristic red swelling,
about the size of a pea, extremely tender to
probe touch and situated at or near the external
meatus is in decided contrast to the findings in
an otitis media.
The treatment of furuncle of the auditory
canal consists of a free incision, under local
anesthesia, the application of dry heat, and
. tampons of 10% ichthyol and glycerine or 3;%
carbolic and glycerine or 5% aluminum acetate
solutions, renewed every three hours.
Impacted cerumen may cause pain in the ear
but it is not severe. The presence of cerumen
is easily determined and the treatment self evi-
dent.
If the ear has been carefully examined and
no cause discovered for the pain, the teeth
should receive the examiner's attention. Pain
due to bad teeth is often referred to the ear and
the prompt dental treatment of such a case will
eliminate the earache.
In the absence of any of the above named con-
ditions, the patient should be referred to a neu-
rologist for an opinion as to the likelihood of
neuralgia.
If the underlying cause is a tuberculouslaryngitis or empyema of the maxillary antrum,
the symptom complex will be sufficient to deter-
mine the diagnosis.
It often happens that patients complain of
repeated attacks of earache either with or with-
out suppuration. This is due, in the vast ma-jority of cases, either to the naso-pharyngeal
secretions being forced into the middle ear
through the Eustachian tube, or by the blocking
of the drainage by adenoid tissue at the Eusta-
chian orifice. Hence every patient with such a
history must be forbidden the use of nasal ir-
rigations and must be warned against blowing
the nose violently and thus forcing secretions
into the middle ear.
If any adenoid tissue is present it is, of
course, essential to remove it, as stated above.
SUMMARY.
This paper is intended as a plea to the prac-
tioner to treat earache with the respect it cer-
tainly deserves and as an aid to him for the
recognition of the conditions causing the symp-
tom.
Therefore these points are to be emphasized:
1. The cause of the earache must be deter-
mined.
2. Treatment must be prompt.
3. The patient must be closely watched for
complications (inastoiditis).
4. If complications develop, despite careful
treatment, the patient must be immediately re-
ferred to an otologist.
5. In repeated attacks of earache, nasal irri-
gations and violent blowing of the nose must be
prohibited.
6. Enlarged tonsils and all adenoid tissue
must be removed.
Reports of Societies.
AMERICAN CLIMATOLÓGICA!
ASSOCIATION.
Thirtieth Annual Meetino Held at Washington,
D.C., May G, 7, 8, 1913.
The meeting was called to order by the President,
Du. Charles L. Minor, Asheville, N. C.
He said that this Association was the first society
in the United States to pay special attention to
tuberculosis. Valuable papers on climatic treat-
ment, careful studies on the use of tuberculin, pio-
neer work on nomenclature and classification, impor-
tant papers on early diagnosis and on pneumotho-
rax, and many others which had a strong influence
on the development of an interest in tuberculosis in
this country can be found in the 28 volumes of
Transactions. A glance at the list of officers and
directors of the National Association for the Study
and Prevention of Tuberculosis shows that the
members of the Climatological Association have
been active and prominent in it from the start, and
that the latter is in justice the parent of the na-
tional society. The Association has made a study
of mineral springs and climatic resorts. Dr. Minor
outlined his plans for widening the scope of the
Association.
Dr. James Dudley Morgan, of Washington, pre-
sented a paper on "The Effect of Climatic Changes
on Rheumatism and Neuritis." Rheumatism is a
disease of temperate climates; it is not always most
common in winter; it is most common in adoles-
cence and manhood, when the powers of resistance
are greatest, and in moderately low temperature
accompanied by moisture. Soil and climate per se
have little to do with rheumatism, but may lessen
the resistance and render the system more open to
attack. Bad ventilation favors the occurrence of
rheumatism. Rheumatism, neuralgia and gout are
made worse by the approaching storm. The case of
Captain Catlin, described by Dr. Weir Mitchell in
his article on the "Relation of Pain to Weather,"
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